Transversus abdominis plane block as sole anaesthetic technique for inguinal hernia repair in two patients having complex medical conditions
Sir, Transversus abdominis plane (TAP) block has been used as a sole anaesthetic technique for the patients with multiple co-morbidities presenting for emergency laparotomy. [1, 2] We share our experience of using TAP block for the surgical anaesthesia in two patients scheduled for inguinal hernioplasty who had associated complex medical conditions. First patient was a 52-year-old male, known case of congenitally corrected transposition of great arteries (CCTGA) associated with severe pulmonary stenosis and a pressure gradient of 64 mm Hg, large non-restrictive ventricular septal defect (VSD) and right ventricular (i.e., physiologic left ventricle) dysfunction. He was stable on treatment with tablet torsemide. Second case was a 54-year-old male known case of Takayasu's arteritis (TA) and hypertension on treatment with tablet metoprolol and losartan. The patient had the history of claudication and weakness of left upper limb. The peripheral pulses in left upper limb were feeble and blood pressure (B.P) was lower compared to right upper limb (112/70 mm Hg vs. 172/73 mm Hg). For surgery, ultrasound guided (USG) TAP block was administered in both cases using in-plane posterior approach with 20 ml of 0.5% bupivacaine and 10 ml of 2% lignocaine. For visceral analgesia, the TAP block was supplemented with infusions of dexmedetomidine at the loading dose of 1 μg/ kg over 10 min followed by 0.5-0.6 μg/kg/min infusion and fentanyl at 75-100 μg/h, respectively, in the first and the second case. In the first patient, T 10 -L 1 dermatomes were blocked whereas in second patient L 1 was spared; only T 10 -T 12 blockade was achieved as checked by pin prick. The incision line was infiltrated with 2% lignocaine in the second case before surgery. The anaesthetic monitoring in both cases included continuous electrocardiogram, continuous invasive B.P monitoring, pulse oximetry, and temperature. The intraoperative vital parameters were stable and surgery was completed uneventfully in both cases.
CCTGA is an uncommon congenital cardiac anomaly characterized by TGA along with the inversion of both ventricles and thus there is both atrio-ventricular and ventriculo-great vessel discordance. The anaesthetic haemodynamic goals in these cases are to maintain systemic vascular resistance (SVR) to avoid right to left shunt by VSD and to preserve myocardial contractility. [3] TA involves a focal stenotic process in the aorta and proximal segment of its main branches. In our second case, though angiography was not done, based on the history of claudication and findings of feeble pulses and decreased B.P. in left arm compared to right is suggestive of stenotic area to be in the arch of aorta. These patients may not tolerate the sudden fall in SVR as they have compromised regional circulation and hence similar to the first patient our intraoperative haemodynamic goal was to maintain SVR.
We decided to use USG TAP block in both cases as being an abdominal field, it holds the promising advantage of maintaining the haemodynamics of patients, which are altered in general or neuraxial anaesthesia and additionally provides an excellent postoperative analgesia for 24-48 h. We chose dexmedetomidine infusion in the first patient as it has the combination of analgesic, sedative, and anxiolytic properties with the preservation of respiratory functions.
There are 3 main issues which need consideration while using TAP block as a sole anaesthetic modality for surgery. First, TAP block covers only the somatic component of surgical pain; for visceral pain analgesia has to be supplemented with other analgesic agents hence it cannot be a sole anaesthetic technique. Second, the extent of dermatomal block provided by TAP block is uncertain. Both pinprick using blunt needle and cold disinfectant swabs can be used to assess dermatomal extent of sensory blockade. Lee et al. [3] reported that posterior approach produced a median sensory block of three dermatomal segments, the most cephalad being T 10 . We found the L 1 dermatome to be spared in the second case despite using 30 ml of drug for block. Since the incision for inguinal hernia repair lies over T 12 -L 1 segments, additional infiltration of local anaesthetics (L.A) was required before surgery. Niraj et al. [4] also observed that posterior approach TAP block usually spares L 1 segment. Another disadvantage of TAP block is potential to produce L.A. toxicity since large volumes of L.A. are used.
There are case reports [5] of cardiac arrests due to L.A. systemic toxicity following TAP block. Therefore the volume of drug used should be carefully determined and the patient should be observed for at least 45 min after TAP block institution during intraoperative and postoperative period.
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Repair of late-presenting right
Bochdalek hernia in a patient with uncorrected tetralogy of Fallot: Anaesthetic management Sir, Anaesthesia for patients with isolated tetralogy of Fallot (TOF) or late presenting congenital diaphragmatic hernia (Lp-CDH) can be challenging. [1] [2] [3] No publications on anaesthetic care of patients with concurrent TOF and Lp-CDH were found on thorough literature search.
During pre-anaesthetic evaluation, the patient, a male baby (1-year-old, weighing 7 kg) with TOF was conscious, but irritable and crying, with a regular pulse rate of 150/min, blood pressure (BP) of 90/50 mmHg and peripheral oxygen saturation (SpO 2 ) of 70% on room air. Results of investigations carried out in the pre-operative as well as intra-operative period are shown in Table 1 .
On the morning of surgery, prophylaxis against infective endocarditis and scheduled dose of oral propranolol were administered. Premedication was achieved with ketamine 5 mg, glycopyrrolate 70 μg and midazolam 1 mg through the pre-existing 24 G peripheral intravenous (IV) catheter. Mask ventilation and subsequent tracheal intubation were carried out 3 min after administration of ketamine 15 mg, fentanyl 15 μg and vecuronium 1.0 mg IV. End tidal CO 2 (ETCO 2 ) was maintained in the range of 27-40 mmHg (tidal volume 60 ml, respiratory rate 22-26/min) with peak airway pressure of 20-24 hPa. A few minutes into the tracheal intubation, his heart rate (HR) increased to 170/min and SpO 2 rapidly decreased to 63% and invasive BP (measured at right radial artery) was 100/56 mmHg. At this point of time, ETCO 2 was 40 mmHg with normal waveform and auscultation of bilateral lung fields suggested equal ventilation. Isoflurane concentration was increased with not much improvement but subsequent esmolol 3.5 mg IV bolus administration improved SpO 2 to 90% and HR settled at 148/min. Anaesthesia was supplemented further with another bolus of fentanyl and regular top up of vecuronium; a nasogastric tube was inserted nasally. Another intra-operative episode of low SpO 2 and ETCO 2 with tachycardia and normotension did not respond to supplemental dose of fentanyl 15 μg IV. It subsequently responded to RL 70 ml and esmolol 3.5 mg IV bolus administration. The right-sided Bochdalek hernia was repaired through a right subcostal incision and ropivacaine 0.2% (10 ml) was infiltrated in the subcutaneous tissue of the incision site. He was extubated tracheally at the end of surgery. The results of arterial blood gas analysis at different points of time are shown in Table 1 . Immediate post-operative period was complicated by another episode of desaturation with tachycardia and normotension that responded to esmolol 3.5 mg
